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Y 000 Initial Comments

This Statement of Deficiencies was generated as
a result of the annual state licensure survey
conducted at your facility on 2/6/2009.

The survey was conducted using Nevada
Administrative Code (NAC) 449, Residential
Facility for Groups Regulations, adopted by the
Nevada State Board of Health on July 14, 20086.

The facility is licensed for 6 total beds, 1 bed
classified as Category 1 and 5 beds classified as
Category 2.

The facility has the following endorsement:
Residential facility for persons with mental
illnesses

Residential facility which provides care to persons
with Alzheimer’s disease

The census at the time of the survey was 4 Four
sample resident files were reviewed and 3
employee files were reviewed.

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

The following regulatory deficiencies were
identified at the time of the survey.

449.194(2) Administrator's
Responsibilities-Designation

NAC 449.194
The administrator of a residential
facility shall:

Y 000 Z ./ /475

7eyod

Y 051

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE % )
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2. Designate one or more employees to be in o _

charge of the facility during those times when the 0.) P\ Lis] of EM(?\Ov\eg,g
administrator is absent. Except as otherwise " ) .
provided in this subsection, employees LWhe wil Be \N C\'\MZC‘L i<
designated to be in charge of the facility when the Now posiar A -
administrator is absent must have access to all L ? : T\\e_ Houe .
areas of and records kept at the facility. ) T‘\ o Ly o M e = _
Confidential information may be removed from ) TEY }%\V\
the files to which the empioyees in charge of the g(\:\ AYeD _
facility have access if the confidential information 1 p‘f\’b Cho v
is maintained by the administrator. The whew SRS e Onadege R
administrator or an employee who is designated DEC VR . ( Sea K lnme or ¥ )
to be in charge of the facility pursuant to this i X 4
subsection shall be present at the facility at all @T\\e_ Aom e e w)
times. The name of the employee in charge of — -
the facility pursuant to this subsection must be MenNoa Ave C‘\““*‘”'t"‘ Liss e 4
posted in a public place within the facility during y U )< / oG
all times that the employee is in charge. C") Ce “‘?Lg" - 9‘/

This Regulation is not met as evidenced by:

Based on observation, interview and record y oo

review on 2/6/09, the administrator failed to

designate one or more employees to be in charge Dr) a“(a\ eyqees 2| s 22 have
of the facility.

beLN enollerin ro R hev

Severity: 1 Scope: 3 —_

Y 070, 449.196(1)(f) Qualifications of Caregiver-8 hours | Y 070 )

8S=F| training 2 ZM@ oyeed Fillee wal b
NAC 449.196 N> 2Heey & Morths To
1. A caregiver of a residential FIRES - .
facility must: o VR lemesd Q—C‘o‘aﬂeum\s.
(f) Receive annually not less than 8 WM Ay L Plove e
hours of training related to providing C\-\t.’.c)( L Wil e vesE>
for the needs of the residents of a To M= & VSR
residential facility. 0 Menneoz, rvo Dicemvn

¥ KecefT  Fleimens AQE _ N

This Regulation is not met as evidenced by: NeeSED | (See. ATIRChMEN 2 ,«,‘

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 070 Continued From page 2 Y 070 yO'7 o ( Con ’T)

Based on record review on 2/6/09, the facility _‘\ [ o ,

failed to ensure that 2 of 3 caregivers received | hee RO gy Reoe u.»m

eight hours of annual training (Employee #1 and _— v

#29). 9 (Employ lv{mo.\eaﬂ.. Vo CoMfL\m-ch_‘

This was a repeat of the 1/8/08 State Licensure Q) { sncloen ?-»l Z).‘?] °9

survey.

(wa_ AiAcnven s -‘3/ QB
Severity: 2 Scope: 3

Y 072 449.196(3) Qualications of Caregiver-Med Y 072 :
§5=D re-trainirsg) ° 7o K il

NAC 449.196 P\) ZME;L,,‘,'Q,Q__ 2 hos been

3. If a caregiver assists a resident of a residential

facility in the administration of any medication, 2uRalen 1 A 2 heve Mexs-
including, without limitation, an over-the-counter

medication or dietary supplement, the caregiver Mo‘f’ L CauRse. To be he,\))
must:

{a) Receive, in addition to the training required A 3/ 17/ o9q.

pursuant to NRS 449.037, at least 3 hours of

training in the management of medication. The E) Z ”"P\"’ ee Flewm vl Be
caregiver must receive the training at least every A

3 years and provide the residential facility with E@o\wo_@ @ 2R < Mo ,;&3
satisfactory evidence of the content of the training T _ .

and his attendance at the training; and S enNsvee | A Ney Qac]o\(zﬂ_
(b) At least every 3 years, pass an examination e .

relating to the management of medication Mervs hae M Tk- LStz
approved by the Bureau. 4-(9 Theo Ean é“ dea Sheok Lic

(Sen Mirchoes 20\ vl

ASSET N Diae vy e~
CecTTi Py e o 4

T e

This Regulation is not met as evidenced by: M. DM imSTeitec w
Based on record review on 2/6/09, the facility onvor, Tagn PL\{_\NCE:,\

failed to ensure that 1 of 2 caregivers had —
completed the required three hour medication C> Comvlezs )]

management refresher training every three years ( A ah I a3 CagiFesTasD

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statenent of deficiencies.
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(Employee #2). [ ‘
This was a repeat deficiency from the 1/8/08 A) A New g“?“’"\u— CL‘-CX-L Sy
State Licensure survey. (s New beng LsED ey
Severity: 2 Scope: 1 ol . 208 C-—OM\?\U e IN 1 s
ANEYT-* Go. T, TThe_
Y 101| 449.200(1)(b) Personnel File - date of hire Y 101 Co V\ ? . <
$5=B MMEACZ_IAL T a€ Ry Newo
NAC 449.200 i“f\"“l Mooy ( Sea. Bk nent
1. Except as otherwise provided in subsection 2, i 9\) ) H 122, DaT@- h P beo/v-\
a separate personnel file must be kept for each e i
" ) ASDEDR 1o Tl
member of the staff of a facility and must include: . .
{b) The date on which the employee began his %) Al Mew hese wi kﬂee_
employment at the residential facility. Tff\._
New C»\’v;elQLls\'" 52D
<
a —_— R
b“’{ (7~ GW?‘OWM\ be,q W,
’ b T‘V._ ’ADM\N\KW& o oW
This Regulation is not met as evidenced by: — -
Based on record review on 2/6/09, there was no QO*'\?\Q" e Therse Clhe ) e=
hire date for 1 of 3 employees (Employee #3). AUD 2 .
\L(,-\) Q,\’Eﬂ—\/l é Moﬂ\ﬁ‘;\
This was a repeat deficiency from the 1/8/08
State Licensure survey. &) COM?L&TQ.:D 9, / s /o g.
Severity: 1 Scope: 2
Y 103 449.200(1){d) Personnel File - NAC 441A Y 103 yl oL
Ss=F
A £ B =
NAC 449.200 ) mptoyeas 1 2™ 3 e
1. Except as otherwise provided in subsection 2, b@_{,:_l\) Sl couled Toa T 2
a separate personnel file must be kept for each —_ .
member of the staff of a facility and must include: lesy ‘g G 3[ >& | sq .
(d) The health certificates required pursuant to BY + i
chapter 441A of NAC for the employee. ) 1 \o- |M€LQM"T§R Y

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of db@@_e_ﬁc d.b_ I VE_ l)
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This Regulation is not met as evidenced by:
Based cn record review on 2/6/09, the facility
failed to ensure that 2 of 3 caregivers complied
with NAC 441A.375 regarding tuberculosis testing
(Employee #1 and #3) for the protection of 4 of 4
residents (Resident #1, #2, #3 and #4).

This was a repeat deficiency from the 2/6/09
State Licensure survey.

Severity: 2 Scope: 3

449.200(1)(f) Personnel File - Background Check

NAC 449.200

1. Except as otherwise provided in subsection 2,
a separate personnel file must be kept for each
member of the staff of a facility and must include:
{f) Evidence of compliance with NRS 449.176 to
449.185, inclusive.

This Regulation is not met as evidenced by:
Based on record review on 2/6/09, the facility
failed to ensure 1 of 3 caregivers met background
check requirements (Employee #3).

Severity. 2 Scope: 1

449.204(2) Insurance-BLC endersement

NAC 449.204

Y 103 thO'B (&m,.—‘)

oF Maniioosy Complin on
of e New Hirs Cheddliem
(See AMehmmes—=2) wn
Q&qv:% Dﬁr_\i MO B S c&.e
gWF\o«‘[o,e_.'TB_\E,s_Tw“-‘\ TL\_

Co N?L-\ ér‘JC.E__\

C) C om?\e’: @@Dé{\'@.

Y 105 6"«;4]06\

Vios

AD Badmouno Chede s

Zmployee T3 Ao The
Fersendel. File is Sdender

Fow vooats |
A o \focmay
o 3) 9-'7/(54.'[ N()

Y 152 B) T'LL IA&P\Q_ME/V\-_-_RT\;?V-\ ck-e
Mot Rk Oreale s

AB MINSTefToa. Lol Mot

h-ma, \oe_e,o Codtuaen @m._

PRINTED: 03/20/2009
FORM APPROVED
Bureau of Health Care Quality & Compliance
STATEMENT OF DEFICIENCIES %1} PROVIDER/SUPPLIER/CLIA %2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION xn IDENTIFICATION NUMBER: ¥ My co COMPLETED
A, BUILDING
B. WING
NVS3532AGC 02/06/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5320 SHARON MARIE COURT
HACIENDA ADULT CARE OF SPRING VALLEY | ’AS'VEGAS NV 89118
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Y 103 Continued From page 4

k4

g,

<\N\TR¢J\M&M‘.T 20 wond
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Y 152| Continued From page 5 Y 162
2. A certificate of insurance must be furnished to e Followers 1 Mouiyeaia
the Division as evidence that the contract T . — A4
required by subsection 1 is in force and a license -5 EPANEZIRANT TR @
must not be issued until that certificate is T & . w
furnished. Each contract of insurance must I s Mé WMy L
contain an endorsement providing for a notice of .
30daysto .the bureau before the effect_we date of RQM\ WIS AN, won) Lec
a cancellation or nonrenewal of the policy. o
l 20—"":“35‘3‘5\\0[&. ecz’s‘L Mc;ghtuﬂ_
! ")q CGJ—L@.:A-(-:-:E;_
This Regulation is not met as evidenced by: .
Based on interview and record review, the facility CD QJoMQ\éX T
failed to ensure a current certificate of insurance
was available. 2 / RS / oq
Severity: 1 Scope: 3
Y 177, 449.209(4)(d} Health and Sanitation-Dirt, Y177 y | S g\

$8=D| Garbage, Refuse

NAC 449.209

4. To the extent practicable, the premises of the
facility must be kept free from:

{d) Accumulations of dirt, garbage and other
refuse.

This Regulation is not met as evidenced by:

Tag 177

Based on observation, the facility failed to ensure
the bathroom in the hallway was kept clean from
dirt and refuse.

Severity: 2 Scope: 1

R) The Comreny |N-Sq_)(2.‘§,ﬂc€_

Cegr qxcia}’\'c.. wes Leciles
bo was Moy Avalabie,
Du@w‘ﬂq Reovs . The
Cezs, (1 e Shows Co\)a_mzs
§lifog — <fi]oq

B) A Fle has been Cronn
Te Madian Coglos of a0
{on Pofih Sy EQoufJ Home,
Docvureiss oo oa |nusuea

STATE FORM
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Y 207 | Continued From page 6 Y 207 (
o \/} 5 2 Cay *’73
Y 207 449.211(4)(b) Automatic Sprinklers-Annual Y 207
S8=F | Inspections . .
CQ..&? \\\(icﬁh\e__ 56 y i\—\—-—\-t\lu(
NAC 449.211 Cadloe Qﬂ«%’ﬂ-ﬂ AQ@::;;\b\Q
4, An automatic sprinkler system that F 12 . - -
has been installed in a residential ol hew (S&L Attath e ®
facility must be inspected: A - .
{b) Not less than once each calendar OM AR, Lol E o
year by a person who is ficensed to . -
inspect such a system pursuant to the ’\Zﬁaean =vle. Voa
provisions of chapter 477 of NAC. A Ty e R
A &‘wﬁ\_‘—a\*—ﬁ Fl\e., olres
A‘f‘\q c . :
This Regul denced b i w‘?l‘“”‘ﬁwr‘{ﬂ
is Regulation is not met as evidenced by: MA eSS
Based on record review on 2/6/09, the facility e ‘95*’-“'\ \mso% PN
failed to have its automatic sprinkler system
annually inspected. C> g I
v 0 =
S Y
Severity. 2 Scope: 3 2 , I ’ © ﬁ
Y 250, 449.217(1) Kitchens-Equipment works; Clean Y 250 y 17}
$8=D| and Sanitary
AN AN Ageas ‘T‘;\L B
NAC 449.217 ) il o
1. The equipment in a kiichen of a residential Ace Cleaw LSRN Lﬁ‘?{’,\ Tt oA S
facility and the size of the kitchen must be \_\ )
adequate for the number of residents in the Qv @-@cﬂ mlv\ i;)m
facility. The kitchen and the equipment must be — _ .
clean and must allow for the sanitary preparation ! ARG e Foo. Clagnn q
of food. The equipment must be in good working —
condition. TC“KOU”\\"C‘“‘ e D*"‘W\ .
1S rRvEED 1o Visoall
[NSPesT DathRenme NETe e

If deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of this statement of deficiencies.
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Y 250 Continued From page 7 Y250 1N/ e (C@N ;—)
This Regulation is not met as evidenced by: - o
Based on observation, the facility failed to ensure Z.nchn Q&S oSy VSE ANG
the kitchen was kept clean and aliow for the — — .
sanitary preparation of food. o Cleaw a SR =
Severity: 2  Scope: 1 haesa, Lihen PrP?L; eplhe «
Y 272| 449.2175(3) Service of Food - Menus Y 272 Tt“l- A Dh;\\Nts\;TmS oan wa\
§8=C -
Meow Tra or CU.I\?LPN&Q
NAC 449.2175 \
3. Menus must be in writing, planned a week in o\ oy
advance, dated, posted and kept on file for S0 ) & ﬁ 3>
days. )7 / O 6‘1
This Regulation is not met as evidenced by:
Based on chservation and interview, the facility \/ ’A 0—7
failed to ensure menus were posted and kept on
file for 90 days. -
AY AL Feg Ca wes
Severity: 1 Scope: 3 Caleny AND By WS Do S o
Y 274 449.2175(5) Service of Food - Substitutions vo7a  (was Sdeoulens Foe Yoo,
§5=C
NAC 449.2175 3 Quadiealy heo Ruwun L
5. Any substitution for an item on the menu must l , — Coe
be documented and kept on file with the menu for ~EEeeVon Co VAR RACAS
at least 90 days after the substitution occurs. A weve Sielho. > ~— \
substitution must be posted in a conspicuous . \cl_ POy &
place during the service of the meal. N&V'k. Fiee Ca, (5@4_.
AT Rehmess #-& ) ,
. * ; - e
AD I STamoc, Lol Mens
This Regulation is not met as evidenced by: T‘{,\S\g [2*-"]\3 \Re_Me N
Based on observation and interview, the facility
failed to document any substitution on the menu C) QQM?IO-K- D X ] i~ ] %

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 274| Continued From page 8 Y 274 y ;‘L SO
and keep on file for at least 90 days after the
substitution occurs. A) The Kirihew Aces hag
Severity: 1  Scope: 3 e an Scohesd e Foc b@ep
Y 435 449.229(4) Fire Extinguisher; Inspection vazs  |Clensing by ourg, o
$8=C
help. This hos bae.s
NAC 449,229 Senden Fae. A oq .
4. Portable fire extinguishers must be inspected,
recharged and tagged at least once each year by -
a person ceitified by the State Fire Marshall to 8) CNF\ “Yers \v\ Aye Dae.s
conduct such inspections. -
IWsTRvaNens Vo Cleaw
A A arzooa\\/\\ 1 A e
This Regulation is not met as evidenced by: _—
Based on observation on 2/6/09, the facility failed Chdh O To |ndoe
to ensure that 1 of 1 facility fire extinguishers . — —_ — L
were inspected annually. <) @anhiNg of = col- ﬁlok}aefz, ,
Colbongie soo gp\, RTI
Severity: 1 Scope: 3 T N B -
The Ao Testee Lo\
Y 444 449.229(9) Smoke Detectors Y 444 .
NAC 449229 — e . .
9. Smoke detectors must be maintained in proper Moot Sl B v Cc«u?lt s 2
operating conditions at all times and must be .
tested monthly. The results of the tests pursuant CD Ce.u-. P\e_‘- > Q! o } d e{
to this subsection must be recorded and
maintained at the facility. y 37
This Regulation is not met as evidenced by: A) Newo Meme roamars \\9\) i
Based on observation on 2/6/09, the facility was ( —-—
unable to demonstrate how to test the smoke Breen Dol 2G> Seo, Radhvemn
detectors. H ‘7) AND vl EQ., u?tﬂﬁ,t
This was a repeat deficiency from the 1/08/08 eIl M ’

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 645
$8=C

Y 859
S8=F

State Licensure survey.

Severity. 2 Scope: 1

449.2704(1)-(5) Rate Agreement

NAC 449.2704

The administrator of a residential facility shall,
upon request, make the following information
available in writing:

1. The basic rate for the services provided by the
facility;

2. The schedule for payment;

3. The Services included in the basic rate;

4. The charges for potional services which are
not included in the basic rate; and

5. The residential facility's policy on refunds of
amounts paid but not used.

This Regulation is not met as evidenced by:
Based on record review on 2/6/09, the facility
failed to provide a rate agreement for 3 of 4
residents (Resident #1, #3 and #4).

This was a repeat deficiency from the 1/8/09
State Licensure survey.

Severity. 1 Scope: 3

449.274(5) Periodic Physical examination of a
resident

YT lCon T

B3) The AbomuenSiemiee. vl

Y 645 \}O—@;?V‘ Colwf)‘_\t'\-nk:E, . T“Q&i

Mern's ol boe CoMQ\efN,D

ead Suﬁb&u\ P\—NS Pa&’(e&

Fo e W weeld. Mread .
3| &) o4

Y 274
A Erovass Tospesiole.

For Thepaaamas of Mesls
Inave beem TRAWED e
LEE of New Mewo's Ane
To J‘;‘L—“Sf-' S@“C%-?Oc:\)"{)@
e MakKe SunsTinonon S.
B) The New Mony Fosn
( See. AEscmes = 1)

RH owWs $?&at¢. P:\_-\:)@T‘JN\»
Y850 | For Dadlv Monl Sobaniion s,
A D S-‘_FL&-TO?— whld Monmrer.

FoeR CornPlamnce. ~

S CoupliTe 32| 2]o09

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 859 Continued From page 10 Y 859 y KAy
NAC 449274
5. Before admission and each year after —
admission, or more frequently if there is a ?3) Q ' e C"M{*«w\ \/\ﬂg
significant change in the physical condition of a e S —
resident, the facility shall obtain the results of a \ﬁ L’-‘) vt e Vo \NSeéo\
general physical examination of the resident by e C e - —
his physician. The resident must be cared for o Ve B “““)""5\““‘7"<
pursuant to any instructions provided by the O ll@\ oq
resident's physician,
g3 T N
B_) i\\L Connf“rdvl}g\ \"\9—-@)
has boen Cotancts Fow
This Regulation is not met as evidenced by: RS usl- 1N5§>a}:\" Vs frf
Based on record review on 2/6/09, the facility oo o ¢L e (
failed to ensure that 4 of 4 residents received an VOGRS Sea -
initial and/or annual physical (Resident #1, #2, #3 AV ecdame s g)
and #4). . '
\r{\L Abw\\w\ Sy (Ll ol
This was a repeat deficiency from the 1/8/08 .
State Licensure survey. b i» C\Amo\c_. ae Cove\ Ry
Severity: 2 Scope: 3 fi‘éb MonT ¢J¢._.:Mzt The
\ GRS u‘?‘.;__,h AT
Y 870 449.2742(1)(a)(1)(2)(b}(c) 449.2742(1}a)}1) Y 870 *
88=F Medication Administration CD C@M@,&‘ D Q\i ] o] éﬁ
NAC 449.2742 Yy4d4
1. The administrator of a residential facility that
provides assistance to residents in the —
administration of medications shall: AD S 'P“W l/\ﬁ‘m" \OQ'Q’")
(a) Ensure that a physician, pharmacist or T\’E.R\ TS 10D m*rq_é—\—m;v\
registered nurse who does not have a financial — o
interest in the facility: B\’i‘j{; Saaede D@-x NS
(1) Reviews for accuracy and asthly oo —_
appropriateness, at least once every 6 months z \_hb“{l&—,-e's ¥ Rz Ccm“ “
the regimen of drugs taken by each resident of Ow = Aus Dac UM
the facility, including, without limitation, any ( Seo. RWach meo—+ G\

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of dﬁﬁr@e&' Y,
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Y 870 Continued From page 11 Y 870 Y Y C Cen.
over-the-counter medications and dietary ~— —
supplements taken by a resident. P e .
(2) Provides a written report of that review to % D m AopmiSaaiee is
the administrator of the facility, /2 ol Bl Mosmues
(b} Include a copy of each report submitted to the Ie g ol Fagw Meson ey
administrator pursuant to paragraph (a) in the file T(/» ’\'?P . S
maintained pursuant to NAC 449.2749 for the = QLG ey~
resident who is the subject of the report.
(c) Make and maintain a report of any actions of ) —
any actions that are taken by the caregivers C C"""{’\u e
employed by the facility in response to a report 2 l | | G
- [
submitted pursuant to paragraph (a).
Yéys
AY R Vew Wee Ropeameds™
hes -
This Regulation is not met as evidenced by: \OGM C:M""'{?L"’ Ve
Based on record review on 2/6/09, the facility did ( Sea Mtnca Mo o >
not ensure that a medication profile review was
performed by a physician, pharmacist or 3
registered nurse at least once every six months B‘) T“‘d New (e b’c\ﬁee,mc)? -
for 4 of 4 residents residing in the facility for . .
longer than six months (Resident #1, #2, #3 and Wil o SW \D\'\ At
) KLS\DF/V\\ = A’ [N1n M"\ TN AN W T-) N
This was a repeat deficiency from the 1/8/08 in e Q —_ ;
State Licensure survey pcks Ces WeAT s Flle
These pawe N Merr s will
Severity: 2 Scope: 3 o f:)_ qnte- o V= e
e ?NL\ Q"( Dcc;o%\ B ol
SYSB_'ES 449.2742(4) NRS 449.037 Y 876 /Qp.qu VZe o> {MZ. s Res oom=
NAC 449.2742 fron Wil e Moy Tge> by
4. Except as otherwise provided in this Ttu_. "D SaNTe @ .
subsection, a caregiver shall assist in the C.J)
administration of medication to a resident if the Comnblies 3 ‘JL'?/
resident needs the caregiver's assistance. A ? ' ' o

STATE FORM
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Y 876 Continued From page 12 Y 876 y S S’CI

caregiver may assist the ultimate user of ;

controlled substances or dangerous drugs only if A)Q N KesisenTs Ree Shesded

the conditions prescribed in subsection 6 of NRS A :

P N <
449,037 are met. Fow Rrnpusl. 7y EHAMS
it | Sepuies '3/%¢>) oG

This Regulation is not met as evidenced by: 21l ©

Based on record review on 2/6/09, the facility w2 Sa"&@\ o 3/ / C[

failed to ensure that an ultimate user agreement - \ . <

was obtained for 4 of 4 residents. # 3 Sclesvid L’/ 1s] 02

g Shesdes H/15/) 09

B) ANNJQLHW\:;“;&]_: wol

be Sclesday &7 losst

This was a repeat deficiency from the 1/8/08
State Licensure survey.

Severity: 1 Scope: 3

Y 878 449.2742(6)(a){1) Medication / Change order Y 878 - .
88=F 2 Mot s %7((\0(4‘. 16 {\Nm\!w&@\
Dve(Whidh v be Messoaso
NAC 449.2742 .
6. Except as otherwise provided in this 0“"““4 G Molis w ‘TK« I/\QJ-P
subsection, a medication prescribed by a 7 o —
physician must be administered as prescribed by Feco NW,Q <hmeny 2 | l)
the physician. If a physician orders a change in —
the amount or times medication is to be Fvn Mow esEh b Y e
administered to a resident: Ao MR ST O @ »

(a) The caregiver responsible for assisting in the
administration of the medication shall:

(1) Comply with the order. C_i) C, OM?] e e Oave L’/ ! 5/ o
V&7 o

A) Memnertan Kemeins

This Regulation is not met as evidenced by: b _%
Based on record review and interview on 2/6/09, RAVE Doy SAeovien it
the facility failed to ensure that 4 of 4 residents B Thancrin ezl Wes ooihe
received medications as prescribed (Resident #1,

#2, #3 and #4). Fea 2/20fo4

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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NAC 449.2744
1. The administrator of a residential facility that
provides assistance to residents in the
administration of medication shall maintain:
(a) A log for each medication received by the
facility for use by a resident of the facility. The
log must include:

(1) The type and quantity of medication
received by the facility.

(2) The date of its delivery;

(3) The name of the person who accepted the
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DEFI
Y 878 Continued From page 13 Y 878 y RO ( Cop ,-‘.)
Severity: 2 Scope: 3 B) ?Q.Q.\ca’e,v\'(’ Mexsh e ord
Y 883 449.2742(7) Medication / Resident Refusal Y 883 Teeu\ s ) e ShenoleD
SS=F :
Q’\)Q—O—V\ C Momtvs o, T\\L
NAC 4492742 T ,
7. If a resident refuses, or otherwise misses, and ﬂ"m‘“ﬂ‘" SN OBy WRLO\WW\ =
administration of medication, a physician must be " :
notified within 12 hours after the dose is refused ?)'\N& 4 N &Wm -
or missed. v\ Mo ,otTeg '\a G il ess
(
Ao =deonle Thase Wnans
A Lé,ﬁf;-;_ Zo —'D-Qv\g- Y s@
—_
This Regulation is not met as evidenced by: lo € M o hN INERED N Aty |
Based on interview and record review, the facility P\ Wt )
failed to ensure the physician was notified for ?D‘A MR or W o
missed medications for 4 of 4 residents (Resident |Ce s Y :
#1, #2, #3 and #4). Porsile e“’“* C“W‘@""“‘E«
Severity: 2 Scope: 3 Cb Co V\(],q:‘(‘ e Y } i J o4
Y 890 44%.2744(1)a)(1)-(4) Medication / Receipt Lo Y 890
s8=C ( 9 V&74

Q) '\_\v_ New Focam U e
LSB@ Aopeaniedt” L e
Complen Foc o1l Ros s,

(See Amechmes s 9
g)“—‘\‘- RDM:«)&T'(&F‘EQ_ Lo\
SeaThsT Thie vew wh—-

o\ e Swjves oy gl New
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Y 890 Continued From page 14 Y 890 y%7 c (C ‘_ﬁ
ey I
delivery;
(4) The name of the resident for whom the . —
medication is prescribed; and B) Qe_g Oen.s Bs ? BN G’(
(5) The date on which any unused ) r? o .
medications is removed from the facility or T"/«L\r&. | O_c]u\(l:uwans P@\ od.
destroyed. T3 AT AncE. Yo T\"\sz_.
Heome |
Tev__ Ao in st ZE oG Wl
This Regulation is not met as evidenced by: be Wes = azlbole Qo .
Based on observation and interview, the facility yer: 3 __tb
failed to ensure a medication log for each Yy q Vs F.;(Z_Ms pCL
medication received by the facility was available —
for 4 of 4 residents (Resident #1, #2, #3 and #4). a mf?\c\ &0
Severity: 1 Scope: 3 C—D Cewxe\é:_. - --D <
Y 898 449.2744(1)(b)(4) Medication f MAR Y 898 i
SS=C Hl1e| 09
NAC 449.2744 V&7
1. The administrator of a residential facility that
provides assistance to residents in the , V\ —
administration of medication shall maintain: AD Mesor cam om Al LMY
{b) A record of the medication administered to C
each resident. The record must include: \nsses \’\f"q’ Beon Sdeode
{4) Instructions for administering the Fa @ BN S F\J{ Q .
medication to the resident that reflect the current I -Hovse TREwve hes
order or prescription of the resident’'s physician. ) A
Sclhenden D K vae s—(
DU New Mepicdi ivln Log
ThWaT W) 6 Linw jystpo=
20 Pougmn N .
This Regulation is not met as evidenced by: F . = gw‘dég?m:“q‘ o
Based on record review on 2/6/09, the facility 'DQuq & Fra eadh WReg Do
failed to ensure the medication administration Schemvlen Foa 2 [15] o9

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 898 j Y 898 .,
Continued From page 15 y %7 g (Cem \ 'b
record (MAR) was accurate for 4 of 4 residents
(Resident #1, #2, #3 and #4). g) m M 5 séﬁ'sﬁﬂ LaZ\
Severity: 1 Scope: 3 ( < Atachmes— T 173 )
Y 908 449.2746(2)(a)-{f) PRN Medication Record Y 908 Wi\ be Gl “3-x> Ca;zmc':ﬁd\
SS=B — -
) \:;a\low \ RN (L0 Sl
NAC 449.2746 AL L —
2. A caregiver who administers l‘;ré\_ed:. th - %:‘Ck View
medication to a resident as needed D Se 2o 1 e e
shall record the following information _{L & e WO S
concerning the administration of the - oo a— X
medication: I ? DS ReToe wM
(a) The reason for the administration. b e Yo 5‘ \ =
(b) The date and time of the administration; 56 bl@“ O
(c) The dose administered_; ) ) C s MPLs A og V\)‘\_&\ 'fﬁ,@_‘
(d) The results of the administration of the /ZQ .
medication; } 9 DN AR
(e) The initials of the caregiver; and .
(f) Instructions for administering the medication to CB C@m‘?\.&\ € 3 I!S , o=}
the resident that reflect each current order or
prescription of the resident ' s physician. \ / 8 8 a
A > STx {( o\ USE Tha
This Regulation is not met as evidenced by: MRDenT b L-d.a\ "LQOF,QD "
Based on record review on 2/6/09, the facility did Wi AL ™ RN
not ensure the medication record was complete ' el \?Q/{vs al of
for 2 of 4 residents receiving as needed (PRN) Memy eiT..
medications (Resident #3 and #4). @ ) e < Seo. NWac .
Severity: 1 Scope: 2 2). Tk\'_v\ SN AT AT B
\we e Ee__p@q:r/ A< E‘?C—;m
Y 922 449.2748(3){(a) Medication Labeling Y 922 A CelFea -

ST S
2 wzvet- (Seo AWrchaea 2y

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 922 Continued From page 16 Y 922 y $%3 <¢ ot D)
glAl\% :’49.2748 » ot Y The Ao mEaste e
. Medication, including, without limitation, any i
over-the-counter medication or dietary l\\“& De\reldea@ ‘r‘fsg AL NG
supplement, must be: - —_
(a) Plainly labeled as to its contents, the name of @Q@%@D_é—:ﬂd‘*‘i Vo
the resident for whom it is prescribed and the DDeoce Tl 2 0 M
name of the prescribing physician. A w12 N
. LN
ﬂ\-L ADMM!&TW;:(L il
Cheaxc MDD s L&a\ S
This Regulation is not met as evidenced by: D(:{‘Lh\ A Py, \)&i\{\/\ N o
Based on observation on 2/6/09, the facility failed Q AN
to ensure medications were plainly labeled for 3 \ Q»{us als were vov Talloweo
of 4 residents (Resident #1, #2 and #4). w*\:—(ﬂ A o a\cs;\_'??g,p o
Severity: 2 Scope: 3 A DA 3\‘@7’\"% " MQ\A& .
Y 933 449.2749(1)(d)(1)-(3) Resident File Y 933 C) COMP\'J‘E S~ D&T‘L—
SS=B Y , ' , o Cl
NAC 449.2749 \
1. A separate file must be maintained for each / %Ol <@
resident of a residential facility and retained for at \9
least 5 years after he permanently leaves the AD STA‘( _( h‘wQ_ Qe
facility. The file must be kept locked in a place N ) _\?\L
that is resistant to fire and is protected against T awess wWw T Vs & O‘{
unauthorized use. The file must contain all -
records, letters, assessments, medical TKI' New Nercatrom
information and any other information related to L ( : @ MOV
the resident, including without limitation: oqs @1 vt R QL}
(d) A statement from the resident's physician . -ﬂ 2 Se New Lb (S
concerning the mental and physical condition of g) c\_g ]
the resident that includes: ATiadhamems B 1g = 1ED
{1} A description of any medical conditions " — <
which require the performance of medical wil be GTIL A fae Al
services. (g — .
(2) The method in which those services must @’3“9""‘ v Mo cationa WRRRED

If deficiencies are cited, an approved plan of comrection must be returned within 10 days after receipt of this statemen! of defici
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NAC 449.2749
1. A separate file must be maintained for each

least 5 years after he permanently leaves the

that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical

the resident, including without limitation:

chapter 441A of NRS and the regulations
adopted pursuant thereto.

This Regulation is not met as evidenced by:
Based on record review on 2/6/09, the facility
faited to ensure that 1 of 4 residents complied
with NAC 441A.380 regarding tuberculosis
{Resident #4) which affected all residents.

resident of a residential facility and retained for at

facility. The file must be kept locked in a place

information and any other information related to

(e) Evidence of compliance with the provisions of
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Y 933 | Continued From page 17 Y 933 y %q o ( - \_._)
be performed; and —_—
(3) A statement of whether the resident is . _u \ RO
capable of performing the required medical 69 DR V. Kes @ hn
services. Lo ot .‘? o LST
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This Regulation is not met as evidenced by: D @ E 1“ g .,| | l Qq
Based on interview and record review, the facility
failed to provide a statement from the resident's V%‘s g%
physician for 2 of 4 residents (Resident #3 and
#4). _
AY STafg has \osen
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NAC 449.2749
1. A separate file must be maintained for each
resident of a residential facility and retained for at
least 5 years after he permanently leaves the
facility. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information related to
the resident, including without limitation:
{g) An evaluation of the resident’s ability to
perform the activities of daily living and a brief
description of any assistance he needs to
perform those activities. The facility shall prepare
such an evaluation:

(1) Upon the admission of the resident.

This Regulation is not met as evidenced by:
Based on record review on 2/6/08, the facility did
not perform an evaluation on 1 of 4 residents for
their abilities to perform the activities of daily
living (ADL) upon admission to the facility
{Resident #3).

This was a repeat deficiency from the 1/8/08
State Licensure survey.
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1. A separate file must be maintained for each Mooy cnm o Latoelle
resident of a residential facility and retained for at ae B YR . A
least 5 years after he permanently leaves the AND W \l@_a-\{v\ RV Do
facility. The file must be kept locked in a place . .
that is resistant to fire and is protected against MO BT ces (e -?00—
unauthorized use. The file must contain all /8.1.5 - )
records, letters, assessments, medical ! oows PRe PLQN\\""
information and any other information related to : —
the resident, including without limitation: L.&&%\w\ {)‘O“‘“‘”‘&O—A’\””Q‘“
(h) A list of the rules for the facility that is signed oo\ b /\2% P <Vo e -
by the administrator of the facility and the resident .
or a representative of the resident. Ce L‘M s
LD C arn Q\@Tw 3 I i 5}OC?|
Yazz
This Regulation is not met as evidenced by: ﬁ_) ?\\._151&'9,,\) SR s
Based on record review on 2/6/08, the facility i ‘
failed to have the rules of the facility signed by the Y b&. Qacmdto Do
administrator of the facility and 4 of 4 residents Awdu ?h _ — %
(Resident #1, #2, #3 and #4). QIvel vhysicals Thar Ace
Sl vl
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disease shall ensure that: B) New Kesvoery NoMiTa v
{g) All toxic substances are not accessible to the ~ . —
residents of the facility. Toeus wil De C"’L“f O
o «—Q,QCL/\ New \20,8 o Al
ASET Ao wmandafiot. 1h
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This Reguiation is not met as evidenced by: Mers » Pomw & ratet 35,?%6%“55‘0_,
Based on observation and interview, the facility (.> C
failed to ensure toxic substances were not : Ne T
N \ i~ o L
accessible to the residents of the facility. E <= 4 !' \ OCI
\
Severity: 2 Scope: 3 / 49 3¢
n
Y1035 449.2768(1)(a)(1) Dementia Training Y1035 AD Qa_,s Pl 4 ‘f\*“v‘s \QQQAA
58=D — e r— e
4492768 Sahepded Moa v B 1eV o
1. Except as otherwise provided in subsection 2, q I |
the administrator of a residential facility which o) eq .
provides care to persons with any form of o )
dementia shall ensure that: ?h) ADMwn S e
(a) Each employee of the facility who has — .
direct contact with and provides care to residents Meow o Fles o each
with any form of dementia, including, without R@-ste,;’;" 2V & Monla
limitation, dementia caused by Alzheimer zs T o Malde - o
disease, successfully completes: C E_Q(ZC‘ V& SNy
{1) Within the first 40 hours that such an s CQL:R-&»\ + PO S AT o
employee works at the facility after he is initially is ensiolo T N
employed at the facility, at least 2 hours of v Far. G"‘“fl-‘w ~
training in providing care, including emergency

care, to a resident with any form of dementia,
including, without limitation, Alzheimer zs
disease, and providing support for the members
of the resident zs family.

This Reguiation is not met as evidenced by:
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Based on record review on 2/6/09, the facility
failed to ensure that a minimum of 2 hours of
training in providing care to a resident with any
form of dementia was received within forty hours
of hire by 1 of 3 employees (Employee #3).

Severity: 2 Scope: 1
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